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Case History 
A 38-year-old female presented with a 2-month history of left sided, painless, slowly growing 
abdominal mass. She denied any past surgery and estrogen intake. The patient had normal 
vital signs. Her abdominal examination revealed a non-tender, firm, and immobile mass in the 
lumbar area (Figure 1). Her CT scan is shown in Figure 2. She underwent laparatomy and the 
mass was excised (Figure 3). The histological report demonstrated a tumor composed of stellate 
and spindle cells arranged in a storiform pattern. (Figure 4). 
What is the most probable diagnosis? 
 
Answer on the next page.   
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here are certain lesions in the body which can affect both the superficial and deep structures 
of the body. The patient under consideration was found to have superficial fibromatosis. 
Superficial fibromatosis involves the face and neck (fibromatosis coli), palms (Duputyren’s 
contracture), feet (Ledderhose’s disease), penis (Peyronie’s disease), shoulder, thigh, buttock and 
trunk1. The deep variant involves the abdominal wall, mesentry, retroperitoneum, mediastinum, 
and the abdominal cavity2, 3. Fibromatoses are rare, accounting for 0.03% of all tumors4. 
Histologically, these tumors are benign proliferations of fibrous tissue that tends to recur without 
distant metastasis5. Immunohistochemistry demonstrates tumor cells being positive for vimentin 
and smooth muscle actin6. The histological differential diagnosis includes reactive fibrosis and 
fibrosarcoma7. 
Most reported cases have been in association with Gardner’s Syndrome, previous trauma and 
prolonged intake of estrogen8, but can occur as a primary condition in the absence of any 
predisposing condition. The tumor presents either due to its mass effect or due to obstruction of 
the surrounding structures including ureters and small bowel. Wide field surgical excision is the 
first-line treatment for most of the mesenteric fibromatosis9. As noted in our case, majority of 
these lesions requires resection of the attached segment of the bowel10.  Radiotherapy may be 
used before operation in cases of recurrence and inoperable lesions to shrink the tumor and make 
it operable. 
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